Traumatic tenosynovitis of the wrist
Unaccustomed and repetitive movements of a joint may lead to inflammation of the surrounding tendons and their synovial sheaths.1 Though often termed tenosynovitis, in many cases the lesion is proximal to the synovial sheath in the region of the musculotendinous junction.2 Traumatic tenosynovitis of the wrist is common in golfers, tennis players, oarsmen, or canoeists,3 4 whose activities strain the wrist and forearm, and in industrial workers doing light assembly work which requires rapid finger and hand movement.5 The condition should be differentiated from inflammation ofthe fibrous tendon sheath, tendovaginitis, though the two may coexist.
Tenosynovitis is characterised by pain and swelling in the line of the tendons, often accompanied by crepitus on movement-hence the alternative name peritendinitis crepitans. It appears to be an inflammatory response to strain occurring in susceptible people.2 5 Pain, though moderate, is disabling -and in economic terms expensive. One factory lost 2000 working days in a year because of tenosynovitis affecting its workers.5
The objectives of treatment today are the same as they were a hundred years ago, when John Morgan6 described them as "the allaying of pain and prevention of other structures from becoming implicated by the inflammation." Pain should be relieved by analgesics and the wrist rested in plaster or a splint. Once an infective cause has been excluded antiinflammatory drugs and steroid injections may be used. Ultrasound has been shown recently to be beneficial and is certainly quicker and more comfortable for the patient than physiotherapy using deep friction.7 Once the pain has been relieved treatment should be aimed at preventing joint stiffness and muscle wasting by unduly prolonged immobility. When the patient returns to work his job may need some modifications to prevent a recurrence, but whereas this may be possible in industry the athlete is often unwilling or unable to compromise. In these circumstances surgery may prove necessary.
Hypertrophy of forearm muscles is believed often to be the underlying cause of tenosynovitis in athletes.4 8 Surgical decompression of the restricted tendons leads to rapid relief of symptoms. The extensor indicis proprius syndrome8 is characterised by pain over the fourth dorsal compartment of the wrist and is associated with a synovitis of the extensor indicis proprius muscle. The musculotendinous junction frequently passes deep to the extensor retinaculum, and when the muscle is hypertrophied the compartment may be tightly compressed, causing pain and disability. Division of the extensor retinaculum relieves the symptoms.
Williams4 has described tenosynovitis affecting the radial extensor tendons of the wrist where they are crossed by the long abductor and short extensor muscles of the thumb. Excision of the inflamed paratenon with decompression of the overlying muscle sheath relieves symptoms within 24 hours and should enable sportsmen to return to full training before the sutures are removed.
The prognosis for those patients who receive prompt and active treatment is good. Modification of working conditions and correct design of tools and training in their use5 are the keys to reduction in time lost at work. In most patients conservative treatment will relieve symptoms, but in those in whom pain persists or where very rapid relief is demanded surgery may be the answer. In one of the earliest tests proposed the known electroencephalographic abnormalities in choreics were sought in their children (unaffected at that time by the disease). In the records of some of these children there was an excess of slow activity, suggesting that these might be the ones who were destined to develop chorea.1 Since dementia is a prominent feature of the disease, various tests of intellectual ability, psychomotor function, and personality have been used as predictive tests.24 Individuals with established disease have abnormal movements in their limbs, so that finger movements have been studied by using accelerometers and again a wide variety of results obtained.5 The observation that choreics have abnormal eye movements6 I led to the discovery of similar changes in possible carriers.8 9 Patients with chorea sometimes have abnormal bursts of activity on electromyography, and similar changes have been found in some of those at risk.4
